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Embryonal carcinoma testis with extensive metastasis and IVC thrombosis
Dear Editor, Germ cell tumors (GCTs) account for 95% of testicular cancers; they are divided evenly between seminomas and nonseminomatous GCTs. Testicular GCTs are rare prior to puberty. [1] Metastasis of testicular cancer generally occurs through hematogenous and lymphatic drainage pathways. Blood born metastasis occurs most frequently in lungs, liver, brain, and bone. [2] Gastrointestinal tract (GIT) metastasis of testicular tumor is a rare event occurring in less than 5% of GCT cases. [3, 4] Here, we report a case of testicular tumor presented as upper GIT symptoms, and a duodenal infiltrative lesion was seen on esophago-gastro-duodenoscopic examination. Later, a testicular mass was identified, and the biopsy result of the duodenal lesion was compatible with the metastasis of an embryonal carcinoma testis.
A 28-year-old male patient presented with chief complaints of pain in the right lumbar region with radiation to pelvis for six months, fever with chills for 20 days, vomiting for 20 days, and loss of appetite for one month. Patient had a history of hydrocele for the last six months. On general examination, pallor was present with no other significant findings. On systemic examination, right-sided scrotal mass was palpated. Baseline investigations revealed raised serum creatinine; and the patient was found anemic with polymorphonuclear leukocytosis. Other biochemical and hematological parameters were within normal limits. Patient underwent esophago-gastro-duodenoscopy which revealed a large, multicentric, variegated, nodular, infiltrative, ulcerative growth from D2/D3 [ Figure 1a ]. Biopsy was taken and the patient was referred for management of hydrocele.
Histology of the duodenal infiltrative lesion revealed infiltration of tumor cells in the lamina propria and submucosa forming glands of variable size and shape and lying singly. The cells had pleomorphic, vesicular nuclei, prominent eosinophilic macronucleoli, indistinct cytoplasmic margins, and moderate amount of amphophilic cytoplasm showing both typical and atypical mitosis [ Figure 1b ]. Diagnosis of adenocarcinoma was made on duodenal infiltrative growth. Histopathologist was unaware of other findings at that time except for the esophago-gastro duodenoscopy report.
On scrotal examination, a 7.0 × 6.0 cm mass was palpated in testis. Further investigations revealed normal serum β HCG and serum AFP. Serum LDH was raised 771 IU/l (135-225 IU/l). Patient was subjected to computed tomography (CT) scan which showed metastatic deposit in the liver and large retroperitoneal Figure 2b and c]. Rete testis, epidydimis, and cut margin of vas deferens were not involved by tumor cells. Based on the morphology, a diagnosis of pure embryonal carcinoma testis was considered. Sections from duodenal biopsy were also reviewed. Thereafter, sections from both the biopsies were subjected to immunohistochemistry (IHC). On IHC, tumor cells were positive for AE1/AE3, CD30, Oct3/4 and negative for CD117, PLAP, and CK-7 [ Figure 3a and b]. Diagnosis of pure embryonal carcinoma of testis with metastasis to the duodenum was confirmed on histology. However, unfortunately in this delay of four days, the patient developed severe pain and edema of right limb and was again subjected to CT scan which revealed large thrombus involving the right external iliac, internal iliac, common iliac, and extending into the inferior vena cava [ Figure 3c ]. Venogram of right limb also showed dilated venous collateral [ Figure 3d ].
Immediate chemotherapy was started with the bleomycin, etoposide, and cisplatin (BEP) regimen and therapeutic anticoagulation was started. Till now, even after two cycles of chemotherapy there is no sign of thrombus regression and surgeons are planning for thromolectomy.
Embryonal carcinoma testis occurs in pure form and as a tumor component in mixed GCTs. In pure form, it comprises only 2-10% while occurs as a component in more than 80% of mixed GCTs. [5] Right side preponderance has been reported worldwide in various series by different authors. [6] Metastatic spread of embryonal carcinoma is lymphatic first to retroperitoneal lymph nodes and subsequently to mediastinum. Hematogenous spread to the lung is generally seen.
GIT metastasis occurred in less than 5% of cases of GCTs in previous studies. [3, 4] Prior reviews have also demonstrated that nonseminomatous GCTs are more likely to have GI involvement with embryonal carcinoma as the dominant component in most case series. [7] The involvement of the duodenum by metastatic testicular neoplasms has been attributed to the position of its second, third, and fourth segments in the retroperitoneum where the lymphatic drainage of the testis is located. [8] Metastasis to the duodenum occurs through the direct spread after the enlargement of retroperitoneal lymph nodes. Endoscopically, a lesion can form a submucosal tumor with or without ulceration, it can have multiple nodules that vary in size, or it can have raised plaques. [9] Patient of testicular tumor with GI metastasis can present with anemia, stomach pain, bleeding, perforation, obstruction, or intusseption. [4, 10] Involvement of the inferior vena cava (IVC) by a testicular tumor is a rare event. In one autopsy series of 154 patients with GCTs of the testis, IVC involvement was seen in 3% of the patients. [11] Husband and Bellamy reviewed the CT scans of 650 patients with testicular cancer and found only 4 cases of IVC invasion among 397 patients with retroperitoneal disease. [12] There are two mechanisms by which the IVC may be involved. The first is due to the spread of the tumor by direct invasion of the spermatic vein and then of the vena cava. That explains why IVC invasion more frequently occurs with right-sided tumors because of the direct insertion of the right gonadal vein into the IVC. The second explanation is the lymphatic spread and direct invasion from the paracaval metastatic sites secondary to the development of lymphatic-venous shunting in severe lymphatic disease. Thus, bulky retroperitoneal disease is a major risk factor for IVC tumor thrombus.
The histopathological composition of intraluminal vena caval thrombosis reflects the pathological features present in the testis, most frequently embryonal carcinoma component (43.5%). [13] IVC tumor thrombus in testicular cancer rarely regresses completely after chemotherapy and thrombus surgical resection is commonly deployed. Therefore, aggressive surgical approach before or after chemotherapy is the best therapeutic option for such patients. [13] In conclusion, as the testicular GCT is a common malignancy in young men, patients presenting with evidence of GI symptoms with suggestions of underlying malignancy complete clinical history for scrotal/testicular swelling and a genital examination should be done for early diagnosis and prompt intervention.
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